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PATIENT NAME:

SOCIAL SECURITY #:

BADGE #:

DATE OF INJURY: 03/07/00
DATE OF REPORT: 03/07/00
SITE CODE: 140

This machinist developed some excessive watering of his right
eye and some irritation of his throat today after working for
about 3 hours in Building 9201-5E inspection area. He states
there were two through-the-wall air conditioning units in this
area that have had their filters removed. These had visible
dust inside the units, and dust was settled over the
environment in the area, which he states was new and different.
He expresses a concern that this could be beryllium since it
is a beryllium area. He denies any fever. He has had minimal
cough. He was not wearing a respirator.

He is conscious, alert, oriented, and in no acute distress.
ENT exam is normal except for bilateral ceruminosis. Skin of
the face is normal. Eye exam shows pupils are equal, round,
and reactive to light. Extraocular movements are full. A
small area of injection involves the conjunctivae. Bilateral
fluorescein exam with a slit lamp is negative for corneal
abrasion or stippling. No foreign body is seen. I have
irrigated the eyes with sterile eye wash solution.

1. THROAT IRRITATION.

2. EXCESSIVE LACRIMATION, emms-@ Y

3. DUST EXPOSURE, AND THE EMPLOYEE IS CONCERNED ABOUT
BERYLLIUM EXPOSURE.

I called Tom Ford, manager of Industrial Hygiene, and advised
him of the situation. I requested that Industrial Hygiene look
into this situation and report back to Medical. I have
dispensed throat lozenges and Artificial Tears to use p.r.n. A
recheck date will be tomorrow, March 8, 2000. He is to return
sooner if he has more difficulties. He 1s placed on a
temporary medical restriction of no working in Building 3201-5E
or dusty or low-humidity environments.

STAN ROBERTS, PA-C
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PATIENT NAME:

SOCIAL SECURITY #:

BADGE #:

DATE OF INJURY: 03/07/00
DATE OF REPORT: 03/08/00
SITE CODE: 140

S: The patient is no longer having excessive watering of his right
eye. He still has some throat irritation.

ENT exam is normal.
A: 1. THRCAT IRRITATION. .
‘2. HISTORY OF EXCESSIVE LACRIMATION, RIGHT EYE, RESQOLVED.
3. EMPLOYEE CONCERN REGARDING POSSIBLE BERYLLIUM EXPOSURE, CR
OTHER TOXIC MATERIAL EXPOSURE, FROM DUST IN THIS INCIDENT.
P: Maintain the same restriction of no working in Building 9201-5E
or low-humidity or dusty environments. Recheck is set for

March 10, 2000. I have told him that we are awaiting an
Industrial Hygiene evaluation of this situation.

STAN ROBERTS, PA-C
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PATIENT NAME:

SOCIAL SECURITY #:

BADGE #: .
DATE -OF INJURY: 03/07/00
DATE OF REPORT: 03/10/00
SITE CODE: 140
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STAN ROBERTS,

The patient is here for followup. He is asymptomatic.
Oropharynx appears normal.

SUBJECTIVE SYMPTOMS OF THROAT IRRITATION AND SUBJECTIVE
SYMPTOMS OF EXCESSIVE WATERING OF HIS EYE, RESOLVED.

I called Tom Ford, Industrial Hygiene, and was advised that the
Industrial Hygiene sampling did not reveal any over-exposure to
beryllium. Emily Yowell is the industrial hygienist involved
with this, and I will contact her for the full report. I
removed his restrictions and discharged him from this injury.

Safety and Industrial Hygiene are continuing to follow up on
this jincident. He will be allowed to go back into his work
area |when this has been cleared by Safety and Industrial
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The use of this form is
Workers' Compensation La
Insurance carrier immediately atter notice of Injury.

WILLIS CORROON ADMIN. sanwci

Name of insurance Camer

WILLIS CORROON ADMIN. SERVICES CORP.
Name:Aocress of Clarns Hanaung Othcs

committing fraud. Penatties include

P. 0. BOX 291587 insurance bensfits.

City NASHvILLE State TN _ Zip 37229

Tennesses Department of Labor Worker's Compensation Specialist can

under the provisions of the Tmmu
must be compieted and filed with your

It isacrime to knowingly provide faise, incompiete or misieading information
toany party to a workers' compensation transaction for the purposs of
imprisonment, fines and denial of

If you have questions. the state now has a benefit review system wherea

Phone # {615) 872-4000  provide assistance. Call 1-800-332-2667 (TDD).

EMPLOYER 0O NOT WRiT:
1. Name _LOCKHEED MARTIN ENERGY SYSTEMS Federal Employer Identiicaton # 52.1318516 INTHIS COLL
2. Address  P.0. BOX 2009 City OAKRIDGE State TN ZpCode 37831 Camer # (6)

3. Nature of business  /NDUSTRY Phone (423) 5741582

INJURED EMPLOYEE /

4. Name - Social SW"

5. Addrass - Ciy K MZM Slate-@’ Zp Code. %/ ‘/g/V County ¥ (3

6. Phone # [ ' Qccupaton(job titls) ZZZé Z'%[ 8% Oeparment 5 D))/ 55 7
7. Age %f) 0033;5[)

/ )/-é/ Male . " Femal Mamed Single .~

4
8. Number of hours warked: per day

Occupaton (3)

' : per week : Number of days per week
9. Wages: per hour § :perday $ per week $ : Extra wages $
DESCRIPTION OF THE INJURY OR OCCUPATIONAL DISEASE Ingustry (4)
10. Did the Injury or exposure accur on the employa'rs premises? yes ,/no I no, give the address of where it occurred
City Stata___ Zp County '

@ injury or exposure occurred: fist to

Is, equipment or matenais involved

11. Descrive what the employee was doing when

13. Describe the injury or exposure in detai, giving the body part atfectad (examples: gmiputation of right indeﬁinger. felt down

Injuring low back. exposed to chemicais causing breathing problems) 2y,
Boay Pans (3)
14.Date of the Injury 15/ 7/ 0” “Hour of day {g , ﬁ_) am (@fv@ the date of the notice or the injury or exposure to
7 7 .

the employer, if ditferent than the date it occurred
15. Was the employee paid in full for the date of injury or exposure?  Yes / No Tyee (31 \
16. Has employee missed work because of the njury or exposure ¢;n}n\uday after the date it occurred, including weekends or | L

regularly scheduled days off? Yes No it yes, give date last worked / / ™ /\\ t
17. Has employee retumed to work? Yes ‘/ No If yes, give date / __/ N ) ,b’

Retuming Wage: per hour § :perday $ :perweek $ Source (4)
18. Did Employee die? Yes No If yes, give date /__/ name/address of nearest relative
19. Name/Address of physician  P.0. BOX 2009 OAK RIDGE TN, 37831 Agency (4)
20. It hospitatized. name/ag of hospital

\ :

Date report written /;E v Prepared by Jm é/ ' g/ Title/Position b y/Rd
I certfy that the information gfven in jhis jorm is true. corelt. and cdfplete to the best of my knowledge. : Disaility (1)

Signature of injured empioyee

- ———

If employee is unable or refuses to sign, state
reason

LB-0021 (Rev. 02/98)
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PRESCRIPTION DISPOSITION

MEDICATION
. EORTVg%ﬁ%‘Oﬁ'ST” D SENT TO PHYSICIAN D SENT HOME
YES
D IZK\(F: WORK WITH RESTRICTIONS OTHER
- (See UCN-16305 Restriction) (Explain)
TO REJURN DATE iC)
FOR PRECAUTIONARY CHECK |:| FOR ADDITIONAL TREATMENT D NOT NECESSARY [ (o X o)
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